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 &RPSHWLWLYHHPSOR\PHQWLVDFRPPRQJRDO for those with severe mental illness (SMI)
DQG evidence shows that the majority of those with SMI want to work. However, despite the 
desire to work competitively, those with SMI have the highest unemployment rate of any 




  To increase employment for those with SMI, effective vocational rehabilitation methods 




(PSOR\PHQWPRGHO over traditional methods (Burns et al., 2007) the mechanisms for this success 
  
are not fully understood. In particular, any interaction between Supported Employment and self-











ZRUN-UHODWHGVHOI-HIILFDF\DVFRPSDUHGWRWKRVHLQGLYLGXDOVLQWKHFRQWUROJURXSThis study adds 
meaningful information to the growing research on vocational self-efficacy for persons with 
SMI. In Dddition, it supports the WSES as a method of feedback to the service-delivery system 
and related clinical vocational programs to target and improve treatment in order to maximize 
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                                                   Chapter I : Background 
This section discusses the key research and theoretical underpinnings in the 
context of the current study. Specific areas addressed are the recovery model, Supported 
Employment and self-efficacy. There is increasing recognition of the importance of 
vocational rehabilitation for helping persons with severe mental illness (SMI) find and 
keep employment. Decades of research on vocational rehabilitation programming has 
repeatedly found Supported Employment, a model of evidenced based practices that 
includes competitive, integrated work environments, rapid job search and ongoing post-










 The purpose of the present research was to obtain a better understanding of the 
relationships among Supported Employment, self-efficacy, and employment outcomes 
for individuals with SMI. This study intended to explore how the Supported Employment 
program model enhances self-efficacy amongst the SMI population. It also further 
            
examined the relationship between self-efficacy and the likelihood of successfully 




Supported               ĺ&DUHHUVHOI-HIILFDF\ĺ/LNHOLKRRGRIILQGLQJHPSOR\PHQW 
   Employment 
   Program 
 
Examining the influence of common Supported Employment treatment on work- 
related self-efficacy is important because it will provide insight into clinical practices that 
positively impact clients¶ beliefs in their ability to work, a factor that has been shown to 
enhance successful employment outcomes (5HJHQROG6KHUPDQ	)HQ]HO 
L iterature Review  
 The following literature review offers an overview of seminal and current 
research on three aspects of mental health treatment: 1. recovery model, 2. Supported 
Employment, and 3. self-efficacy as they relate to the theoretical model of this study.  
The following section will briefly outline the history, key studies and recent 
developments in each area.  The recovery model is a social movement influencing the 
mental health system that has been backed by extensive and decades-long research. The 
recovery model emphasizes client empowerment and participation, collaboration, the 
value of work, and optimism about long-term outcomes. Employment is an important 
component of the recovery model, with numerous studies finding improved non-
vocational outcomes associated with working (Bond et al., 2001; Jackson, Kellend, 





emphasizes client choice and individualized support, has been shown to be more effective 
than other employment models in producing employment outcomes for those with 
chronic and persistent mental illness (Becker et al., 2001; Ridgeway & Rapp, 1999). The 
literature review briefly outlines supported employment primary practices, the evidence 
supporting them and emerging practices and theories. Self-efficacy social cognitive 
theory is one of the most widely utilized and researched concepts in contemporary 
psychological studies. This section offers a synopsis of the theory and its application to 
vocational rehabilitation for persons with SMI.    
 The Recovery Model. The history of treatment of mental illness is rife with 
notorious examples of pseudoscientific, paternalistic and even abusive treatment. 
Psychiatry and psychology are young fields, and have seen enormous changes and 
growth as technology, pharmacology, and evidence-based practices have developed.  
Schizophrenia in particular has been a diagnosis that has received some of the most 
bizarre treatments and the most pessimistic prognoses. Long-term or even permanent 
custodial care coupled with ineffective and abusive treatments, such as insulin shock, 
lobotomy, and excessive restraints were considered acceptable treatments in the US and 
Europe well into the 20th century.  Hope for recovery was hard to come by, from both 
patients and treatment providers (Whittaker, 2002). 
Historical context.  In 1902, Emil Kraepelin, an early and enormously influential 
psychiatric researcher, characterized the disorder now known as schizophrenia as 
dementia praecox, or early dementia. In his published articles and books, he described 
schizophrenia as a progressively degenerative illness leading to increased impairment in 





Kraepelin¶s view of schizophrenia as a process of hopeless and progressive deterioration 
has influenced clinical and diagnostic training and treatment for over a century. Even the 
APA¶s Diagnostic and Statistical Manuals (DSM), have described schizophrenia¶s path 
as consistently debilitating in each of their four editions (Calabrese & Corrigan, 2005). 
With this pessimistic view of schizophrenia so widely disseminated and 
unquestioned, it is little wonder that many clinicians as well as patients view this disorder 
as a catastrophic and an untreatable life sentence. With little hope for recovery, clinicians 
may feel that resources are wasted on these patients and patients themselves may find few 
incentives to make strides towards improving their lives (Liberman, Kopelowicz, 
Ventura, & Gutkind, 2002).  In their exploration of long-term follow up studies on 
schizophrenia, Calabrese and Corrigan (2005) noted that clinicians and providers who see 
little hope for meaningful recovery may be reluctant to expend already scarce resources 
on what they see as a lost cause. Patients, given this message by clinicians either 
explicitly or implicitly may see little incentive to expend efforts towards their own 
recovery, resulting in a cycle of self-fulfilling prophesy. 
Recent history. In the past 30 years, several large-scale longitudinal studies have 
produced evidence that challenges this outlook and points to a more heterogeneous 
recovery outcome of schizophrenia and other serious mental illnesses. Some of the 
earliest and most surprising of these studies were conducted by the World Health 
Organization (WHO) in the International Pilot Studies of Schizophrenia (WHO, 1973). 
These studies examined the course of illness of those diagnosed with schizophrenia and 
other serious mental illness in fourteen diverse cultures, totaling 1,633 participants, 





found that prognostic outcomes were actually better for individuals with schizophrenia 
living in developing countries than those living in developed countries (Isaac, Chand, & 
Murthy, 2007; Jablansky et al., 1992; Sartorius, Gulbinat, Harrison, Laska, & Siegal, 
1996). In addition, roughly 60% of those reached at follow up met the criteria for 
³UHFRYHUHG´DVEDVHGRQDVFDOHRIV\PSWRPDQGOLIHGRPDLQV,QWHUSUHWDWLRQVRIWKHVH
findings point to a need to better understand the role of socio-cultural contexts in 
recovery from serious mental illness, as well as present a challenge to the belief of 
schizophrenia as a homogenously progressive and universally debilitating disorder. 
Spurred by such studies as well as pharmacological advances, legislation, and 
research, the mental health system has experienced enormous changes in the past 50 
years. Consumer, family, and public objections to a custodial mental health system and 
advances in pharmacology led to the development of the 1957 Joint Commission on 
Mental Illness and Health. After extensive examination of the existing mental health 
system in the US, the commission recommended a deinstitutionalized system and a 
systemic focus on community rather than custodial mental health (Whittaker, 2002). 
Key studies.  Following this enormous shift in treatment philosophy, longitudinal 
studies following patients post hospitalization produced remarkable data supporting 
recovery for a large percentage of those with serious mental illness. In 10 long-term 
longitudinal studies of persons diagnosed with schizophrenia while hospitalized, each 
supported a finding of improvement in psychosocial functioning for a large percentage of 
participants, with a significant number of individuals experiencing little or no symptoms 
at follow-up (Desisto, Harding, McCormick, Ashikaga, & Brooks, 1995). The Vermont 





studies, followed the progress of 269 individuals hospitalized due to schizophrenia for an 
average of 32 years (Harding, Zubin, & Strauss, 1987). At follow up, 68% did not display 
symptoms of schizophrenia, and 45% displayed no symptoms of psychiatric illness at all. 
Roughly one-third of the population continued to experience significant symptoms. These 
startling findings have been corroborated by numerous other studies which find that an 
average of two-thirds of those with schizophrenia will improve or experience remission 
in the course of their illness (Calabrese & Corrigan, 2005). 
The implications of these studies present a clear challenge to the standard view of 
schizophrenia and major mental illness as a disability life sentence and indicate that 
recovery is a possibility for many. Challenges and critiques have arisen around exactly 
how to define recovery. The traditional medical model generally defines recovery as an 
absence of symptoms, as well as an absence of pharmacological treatment. Research 
focusing on the experiences of persons with mental illness has led to a definition of 
UHFRYHU\WKDWIRFXVHVRQ³FRQWUROOLQJV\PSWRPVUHJDLQLQJDSRVLWLYHVHQVHRIVHOI
PDQDJLQJVWLJPDDQGGLVFULPLQDWLRQDQGWU\LQJWROHDGDSURGXFWLYHDQGVDWLVI\LQJOLIH´
(Markovitz, 2005, p.66).  Using a sociological rather than medical model, this perspective 
encourages a view of mental illness recovery as existing along a continuum rather than as 
an absolute. From the work of numerous studies examining consumer-defined elements 
of recovery, several themes emerged that structured the concept of a continuum of 
improvement. These themes included a focus on the management of symptoms, and the 
development of self-concept, social, and economic well-being (Calabrese & Corrigan, 





Another theme directly challenging the legacy of Emil Kraepelin is the existence 
of evidence indicating that recovery is a naturally occurring phenomenon. This has been 
demonstrated by numerous longitudinal studies examining the course of mental illness in 
developing countries where patients do not have access to pharmacological or formal 
mental health treatments (Sartorius et al., 1996; WHO, 1973). The WHO studies 
following the remission course of individuals with schizophrenia found significantly 
higher proportions of patients in poor and rural areas of India, Colombia, and Nigeria had 
better outcomes on established recovery criteria than patients in the developed countries. 
These results existed despite the fact that most of the patients in the developing countries 
had little, if any, access to pharmacological maintenance treatment. 
  Backed by further studies comparing rates of recovery in states providing 
extensive vs. minimal treatment services, another concept emerges: Psychosocial 
treatment affects recovery outcomes for persons diagnosed with serious mental illness 
(DeSisto et al., 1995). In a large-scale matched sample design study, patients 
participating in a model psychiatric rehabilitation program were compared to Maine 
patients receiving only traditional medication management care. The findings indicated 
that those who received psychiatric rehabilitation services were more productive, had 
fewer symptoms, were more integrated into their local community and had an overall 
improvement in global functioning (DeSisto et al., 1995). Conclusions of this study as 
well as the WHO research indicate that a century of discouraging assumptions about the 
course of serious mental illness need to be re-examined. Mental health can be improved 






 A recovery-based view of serious mental illness leads to one looming question in 
particular: What factors facilitate meaningful recovery? Certainly, pharmacological 
developments in the past fifty years have made enormous contributions to the reduction 
of symptoms and enabled thousands to lead more fulfilling lives. But studies, such as the 
Maine-Vermont three-decade study of serious mental illness demonstrate that psycho-
social treatments, such as supported housing, supported employment, and effective case 
management, do improve recovery rates (DeSisto et al., 1995).  Consumers themselves 
repeatedly point to the importance of economic, interpersonal, and social factors in their 
own recovery. 
There appears to be no single answer to the question of developing and 
implementing the most effective treatments of serious mental illness. A multidisciplinary 
and integrated systems approach is needed that addresses the interactions, dynamics, and 
complexities of the recovery process (Markovitz, 2005). 
 Best practices in recovery. Multiple studies indicate a dynamic relationship 
among self-concept, symptoms, and economic and interpersonal circumstances 
0DUNRZLW]5DWKHUWKDQVHHLQJWKHGLVDELOLW\DVWKH³EURNHQ´SDUWRIan 
individual, disability can be conceptualized as an interaction between one¶s skills, 
abilities, strengths and limitations, and features or expectations of the cultural and social 
environment in which that person lives (Hahn,1999). In this model, the disability does not 
exist solely within the person; it exists, and is constructed by the interface between those 
personal characteristics and that person¶s environment. Recovery-based treatment, 
therefore, addresses not only symptoms, but also personal characteristics in the individual 





not to work, go to school, live independently) and provides real opportunities to help the 
client achieve these goals (such as finding a job, setting up accommodations). In many 
cases, such as with employment, material, social, or environmental gains associated with 
these goals lower the risk of developing or increasing mental health symptoms. The 
process is not one-directional, and needs to be viewed ecologically.   
Motivational theory also offers insight into recovery, and recovery practices. 
Research indicates that individuals with increased self-efficacy, an aspect of motivational 
theory, take a more active, engaged and directive role in their own treatment, resulting in 
the achievement of protective factors such as economic success and interpersonal ties 
(Gecas, 1989). Self-HIILFDF\LVGHYHORSHGWKURXJKFKDOOHQJLQJSRVLWLYH³UHDO-ZRUOG´
experiences, encouragement, and role modeling (Bandura, 1977); these are practices that 
are supported by the Recovery model ($QWKRQ\&RKHQ)DUNDV	*DJQH 
 Other studies indicate a reduction in symptoms directly related to a decrease of 
external stressors--such as poverty, poor living conditions, and social isolation--that occur 
when jobs are held and social ties are established. Conversely, self-concept issues, such 
DVWKHQHJDWLYHLPSDFWRIVWLJPDRUODEHOLQJDV³PHQWDOO\LOO´FDQLPSDFWFKRLFHV
SXVKLQJSHRSOHDZD\IURP³QRUPDODFWLYLWLHV´DQGleading to yet another self-fulfilling 
prophesy of isolation, depression and increased symptoms. This dynamic is illustrated by 









Figure 2.  
Markovitz¶s Labeling Theory Model 
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This effect also appears to work in reverse. Participation in meaningful activities, 
such as work, education, or socialization, may lead to increased life satisfaction, which in 
turn leads to decreased symptoms (Markovitz, 2001). Social Psychology research, such as 
Markovitz¶s (1998, 2001, 2003) studies on the effects of stigma and self-concept on 
persons with mental illness, helps explain the remarkable results of the WHO studies. 
Those studies found that recovery rates from serious mental illness were actually higher 
in developing countries than they were in wealthy, industrialized nations such as the US 
or UK (Jablansky et al.,1992; WHO, 1973). Some explanations offered by ensuing 
studies have indicated possible benefits of extended familial groups in supporting 
customized jobs for persons with mental illness (Lin & Kleinman, 1988) that exist in less 
industrialized societies. Other possible causes are social role explanations and 
stigmatizing perceptions of mental illness and persons with mental illness (Choler & 
Ferrono, 1987). 
Despite disagreements about the effects of socio-cultural context on mental 
illness, enormous evidence points to a strong and important link between social 





importance of treatinJWKH³ZKROHSHUVRQ´E\DGGUHVVLQJOLIH-satisfaction, self-concept, 
and community roles is important in combating a reluctance to give such interventions 
the academic, economic, and clinical importance they deserve.   
In the United States, one of the most influential projects focusing on development, 
implementation, and education on such recognized community treatments has been the 
Substance Abuse and Mental Health Services Administration (SAMHSA). Drawing on 
research from across the treatment spectrum, including sociology, psychiatry, 
psychology, and epidemiology, this organization collaborated with researchers, 
clinicians, and treatment providers to develop five areas of treatment that are most clearly 
and thoroughly supported by existing evidence. These treatments are as follows: Illness 
Management and Recovery, Assertive Community Treatment, Family Psycho Education, 
Co-Occurring Disorders, and Supported Employment. SAHMSA¶s support for 
standardizing and disseminating these and other, emerging evidence-based practices is 
expected to create better outcomes for those living with chronic and persistent mental 
illness. 
 Employment.  Because the process of recovery for persons living with chronic and 
persistent mental illness is generally non-linear and multidimensional, it is important to 
view each segment of treatment as a piece of a dynamic progression, rather than in 
isolation. Therefore, the ensuing description of the role of employment should be 
considered as a piece of the recovery process, providing a component that impacts 
spheres of recovery beyond the obvious economic advantages of working.  If one were to 
condense the evidence on recovery and employment, it might look like this: People with 





Salyers, & Muesar, 2001) and if recovery is a goal, should work (Alverson, Becker, & 
Drake, 1995; Blank & Hayward, 2009). 
 Although employment programs aimed at assisting those with chronic and 
persistent mental illness have existed for some time, many of them include programming 
based on the Developmental Disability (DD) model.  These services generally relied on 
sheltered workshops which are work enclaves that only employ disabled workers and 
generally pay sub-minimum wages. The jobs often entailed piece-meal, simple assembly, 
laundry, or other low skill, repetitive work. 
 While sheltered employment services may have served as an opportunity for some 
clients to engage in more meaningful or structured activities, they do not offer the 
community setting nor the opportunity to move past a central identity as a mental health 
patient, two factors that are seen by researchers to be central to the recovery process 
(Alverson et al., 1995). It is not surprising that the majority of clients say that they prefer 
competitive employment to sheltered or enclave employment settings (Rogers, Anthony, 
Toole, & Brown, 1991). Of the many vocational models only Supported Employment, 
and to a lesser degree, Fountain House clubhouse models, have been extensively studied 
(Bond, 2004). These studies include samples from the US (Cook et al., 2008) as well as 
international studies (Burns et al., 2007). 
6XSSRUWHG(PSOR\PHQW 
 Despite the many barriers that impact individuals with SMI, there are some 
vocational treatments that appear to have significant impacts on employment rates. The 
most effective of these treatments is the Supported Employment model.  Supported 





(Wehman & Moon 1988) and was later adopted by vocational providers working with 
FOLHQWVZLWK60,5DWKHUWKDQWKHWUDGLWLRQDO³WUDLQDQGSODFH´PRGHOVXSSRUWHG
employment minimized classroom preparation and focused on providing supports to 
clients in work settings. The model was applied to psychiatric disabilities, and throughout 
the 1990¶s, numerous publications on its practices and effectiveness emerged, 
particularly, from research conducted at the Center for Psychiatric Rehabilitation of 
Boston University and the Dartmouth Psychiatric Research Center at Dartmouth 
University (Anthony et al.,1999; Becker & Drake, 1994; Bond, Drake, Meusar, & 
Becker, 1997;  Drake & Becker, 1996;  Drake, Becker, Biesanz, Wyzik, & Torry,1996;  
Drake, HcHugo, Becker, Anthony, & Clark, 1996; Rogers, MacDonald, Danley, Martin, 
& Anthony, 1997).  7KURXJKRXWWKHODWH¶VWKURXJKPLG-¶VSupported 
Employment best practices were investigated and measured using a standardized fidelity 
scale.  Essential features of Supported Employment include client choice, almost 
immediate entry into employment or pseudo-employment situations, and long-term 
ongoing supports for clients after they are employed.   
 Supported Employment research. Many large-scale and systematic studies have 
been conducted, including four randomized controlled studies comparing Supporting 
Employment, also known as Individual Placement Services (IPS) to traditional vocational 
services (Bond, 2004; Bond, Xie, & Drake, 2007; Burns et al., 2007; Killackey, Jackson, 
& McGorry, 2008). From these studies, Supported Employment has emerged not only as 
the most effective vocational rehabilitation practice for individuals with serious mental 
illness (Campbell et al., 2009) but also as a well-defined practice, identified by several 





individual studies, but clarified and organized most comprehensively by researchers Gary 
Bond, Deborah Becker and Robert Drake, with recent evidence indicating that higher 
fidelity to these principles resulted in higher employment rates for participating clients 
(Catty et al., 2008). The following descriptions, based on the work of these researchers, 
outlines both the identifying principles and some of the supporting evidence for them: 
1. Competitive employment. Strong evidence exists to support the view that 
working in integrated settings (disabled persons working with those without disabilities) 
is better for recovery. One study supporting this finding compared clients employed in 
long-term jobs in their communities with consumers employed in sheltered workshops. 
The findings indicated improved non-vocational outcomes, such as improved self-esteem, 
better symptom control, and reported improved quality of life (Bond et al., 2001).   
2. Open eligibility. Many supported employment studies have attempted, 
with little success, to isolate client factors that predict success in employment, such as 
symptomology, diagnosis, age, gender, and prior hospitalizations (Bond et al., 2001; 
Campbell, Bond, Drake, McHugo, & Xie, 2010). These findings indicate that supported 
employment services need to be available to all clients, even those who may not be seen 
DV³ZRUNUHDG\´E\FDVHPDQDJHUVRURWKHUWUHDWPHQWSURYLGHUV 
3. Rapid job search. Evidence indicates that long training prior to assistance 
with job placement are detrimental to competitive employment outcomes (Becker et al., 
2001; Bond, Dietzen, McGrew, & Miller 1996). 
4. Integrated services. Integration of vocational rehabilitation services and 
mental health treatment is essential. In his meta-analysis of research addressing this 





effectiveness of having mental health services integrated with employment services. 
Results of more recent research indicate that integration of services within mental health 
centers improves supported employment outcomes through a process of increased 
communication between vocational staff and treatment providers, an increase in support, 
and encouragement to attempt work from treatment staff to clients (Drake, Becker, & 
Bond, 2003; Killackey & Waghorn, 2008). 
5. Client choice. Client preferences are important. Bond (2004) found longer 
job tenure for clients who were assisted with finding jobs matching their expressed career 
paths. Client choice has also been found to be reported as a recovery principle by clients 
participating in qualitative research on recovery (Anthony, 1993). 
6. Follow-along supports%RQGIRXQG³ZHDNHYLGHQFH´LQWKHWZR
studies reviewed for this principle of long-term follow-along employment supports for 
employed consumers. However, other evidence suggests that benefits counseling, as part 
of post-employment support services may be an important component to help clients 











































 In addition to these findings supporting the efficacy of the Supported 
Employment model, Bond (2004) also examined the individual practices that are 
considered essential to the Supported Employment model. These studies tended to lack 
the cogency and rigor that had characterized the conversion studies. Bond acknowledges 
that individual Supported Employment practices have rarely been studied in isolation, or 
XVLQJH[SHULPHQWDOGHVLJQ7KHHYLGHQFHWKHUHIRUHIRU³HYLGHQFHEDVHGSUDFWLFHV´VXFK
as rapid job placement, focus on client choice, and integrated services is generally 
indirect. Of the numerous studies cited in Bond¶s analysis, much of the evidence for these 
SUDFWLFHVZDVEDVHGRQTXDOLWDWLYHVWXGLHVRXWOLQLQJ³H[SHUWRSLQLRQV´RQWKHVXEMHFWand 
correlational studies finding better employment rates for programs adhering to 
UHFRPPHQGHG³EHVW´SUDFWLFHVBecker, Smith, Tanzman, Drake, & Tremblay, 2001; 
McGrew & Griss, 7KRXJK%RQGRXWOLQHGVHYHQ³EHVWSUDFWLFHV,´the strength of 
support for these practices was mixed. In addition to rather weak methodologies, a 
coherent analysis of best practices is limited by inconsistencies in programming, 
definitions, and unstandardized measurements.  
 Since this stuG\¶VSXEOLFDWLRQLQRWKHUVhave built on evidence supporting 
Supported Employment as an effective practice (Cook et al., 2005; Cook et al., 2008) as 
well as expanded the research into best practices (Bond, McHugo, Becker, Rapp, & 
Whitley, 2008).  Although generally consistent with his basic findings that Supported 





Employment models that adhere to evidence based practices outperform those with less 
fidelity to the model, (Waghorn, Llyod, & Clune, 2009), some important innovations 
have emerged, and continue to emerge, as the area of study continues to evolve.  
 Cognitive remediation training. Although it is not yet widely accepted as a 
primary component of Supported Employment, there is increasing evidence supporting 
cognitive remediation training as an important addition to the Supported Employment 
Model (McGurk, Mueser, DeRosa, & Wolfe, 2009) as well as a promising emerging 
practice in mental health treatment (Wykes, Huddy, Cellard, McGurk, & Czobor, 2011). 
  Cognitive remediation training addresses deficits in short term memory, 
complex reasoning skills, and verbal expression often associated with SMI, particularly 
in thought disorders such as schizophrenia. Cognitive remediation attempts to address 
these problems with practical, real-life methods including drills and practice exercises, 
and the development of appropriate compensatory strategies (McGurk, Twamly, Sitzer, 
McHugo, & Muesar, 2007). Recent research indicated that cognitive training in 
conjunction with Supported Employment services may have important vocational and 
non-vocational benefits for clients (Bond & Drake, 2008; McGurk, Muesar, 
Feldman,Wolfe, & Pascaris, 2007; McGurk & Wykes, 2008). Two recent studies found 
significantly higher rates of employment among clients who received cognitive 
remediation and Supported Employment than those who received Supported Employment 
alone (McGurk et al., 2007; McGurk & Wykes, 2008). Though still in the development 
phase, this evidence suggests that cognitive remediation may serve an important role in 






Barriers to Employment and Predictors of Success 
 Barriers to employment. Research has shown that a majority of clients with 
SMI want to work (McQuilken et al., 2003; Mueser et al., 2001) and are able to achieve 
employment with appropriate support services (Becker & Drake, 1994). Positive effects 
of employment for people with SMI include decreased symptom severity and substance 
abuse (Bond et al., 2001) as well as increased quality of life, motivation, purpose, and 
empathy (Byron, Lysaker, & Bell, 2002). Unemployment is detrimental to mental health, 
even to those without existing mental health diagnoses (Dooley, Prause, & Ham-
Rowbottom, 2000).  Nevertheless, most people with SMI do not work. Seventy to ninety 
percent of individuals with SMI are unemployed worldwide (World Health Organization, 
2000) 
2QHRIWKHUHDVRQVIRUKLJKOHYHOVRIXQHPSOR\PHQWPD\EHUHODWHGWRVWLJPDDQG
GLVFULPLQDWRU\DFWLRQVLQHPSOR\PHQWDisclosing a mental health disability may provoke 
reactions of pity, or fear in employers. Anger, based on a belief that the client is 
responsible for his or her condition, is a common response to co-occurring substance 
abuse conditions (Corrigan, Larson, & Kuwabara, 2007). Additionally, workplace stigma 
may occur as a consequence of the obvious physical signs of psychotropic medication, 
such as tardive dyskinesia, akathesia, over-secretion of saliva and tremors associated with 







































































































































































































































6XSSRUWHG(PSOR\PHQWSURJUDP One hundred and twelve participants in a Supported 
Employment program were administered the 35-item Career Search Efficacy Scale 
(Solberg et al., 1994) upon beginning the Supported Employment program. Demographic 
data, such as age, race, hospitalization history, diagnostic code, as well as symptom 
checklist and employment history was collected. Participants¶ employment status was 
tracked during the 12-month duration of the study. Stepwise regression analysis indicated 
that only self-efficacy was a significant predictor of attaining employment, with 
participants with higher degrees of self-efficacy (p<.04).  
  This is an important study because it demonstrates again that demographic 
variables such as diagnosis are not predictive of future employment success, and supports 
self-efficacy as a useful predictive variable. One limitation of this study is its failure to 
provide a clear description of the services and practices of the participating Supported 
Employment program. Although Supported Employment is defined by a set of evidence-







WKRVHZLWK60,$OVREecause the study administered the Career-Search Efficacy Scale 
only once, prior to participating in Supported Employment, the data cannot provide 
insight into the role that Supported Employment programming may or may not play in the 



































































DORQJDIRXU-IDFWRUPRGHO job selection, integration with treatment team, job selection 
and vocational staffing. One critique of this scale is that it used rather broad language in 
describing best practices. A more recent 25-item version of this scale expands and 
operationalizes previously undefined factors. An example is ³zero exclusion criteria´ 





readiness factors, substance abuse, symptoms, history of violent behavior, cognitive 
impairments, treatment non-adherence, and personal presentation. ´ (Becker, Swanson, 
Bond, & Merrens, 2008, p 44. ?).  However, the Harborview Supported Employment 
program has not yet been assessed using this newer instrument, resulting in some 
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6WDWLVWLFV'DWD(GLWRUIRUDQDO\VLVWhen possible, each hypothesis was tested using 
inferential statistical procedures. All decisions on the statistical significance of the 
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OHGWRHQKDQFHGOHYHOVRIVHOI-HIILFDF\D2 (treatment, control) by 2 (first measure, last 
measure) repeated measures $129$ZDVXVHGWRFRPSDUHZLWKLQ-VXEMHFWVHOI-HIILFDF\
FKDQJHVEHWZHHQWKHWUHDWPHQWJURXSQ DQGWKHFRQWUROJURXSQ To be 
included, participants did not necessarily need to take the pretest. Each subject simply 
needed to provide at least two WSES scores, the first and the last measurements. 
Therefore this analysis includes treatment group subjects caught mid-stream in their 
treatment, as well as those who received every phase of treatment.  






between the first and last measurement. To illustrate, if the subject was measured during 
the pre-test (e.g. first measurement) and the last measurement was after the second phase 
of treatment, the gap was one. If the subject was first measured at pre-test (i.e., first 
measurement) and the final measurement was after the third phase, the gap was two. 
Controlling for the gaps in treatment removes any effect of the variable intervals in the 
assessment of WSES differences across subjects.   







 Tests of Between-Subjects E ffects 
Source Type III Sum 
of Squares 
Df Mean Square F Sig. (one-tailed) 
Intercept 490404.57 1 490404.57 42.30 .00 
Gap 209.36 1 209.36 .01 .89 
Group 
(Treatment 
vs. Control)    
29855.49 1 29855.49 2.57 .12 
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Table 5.  
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 Comparison of Full Sample Last Measurement WSES Scores for Unemployed Subjects to 
Last Measurement Scores of Employed Subjects.  
 
 Mean Standard deviation N 
Unemployed 239.1 68.44 46 
Employed 301.8 48.32 9 




VFRUHVDUHVLJQLILFDQWO\GLIIHUHQWIURPHDFKRWKHU) S  







29599.64 1 29599.64 6.81 .006 
Within Groups 229997.07 53 4339.56   








Table 7.  
Comparison of Treatment Group Last WSES Measurement Scores for Unemployed and 
Employed Subjects.  
 Mean Standard deviation N 
Unemployed 253.6 57.71 27 
Employed 301.8 48.98 9 


















15648.14 1 15648.14 5.02 .01 
Within Groups 105799.85 34 311.76   






Table 8.  
Comparison of Full Sample Last Measurement WSES Scores for Unemployed Subject to 
Last Measurement WSES Scores of Employed Subjects, Excluding Post-Employment 
Scores. 
 Mean Standard deviation N 
Unemployed 239.5 67.05 46 
Employed 267.5 57.19 9 




















5903.82 1 5903.82 1.36 0.13 
Within Groups 228502.45 53 4311.36   






 Comparison of Treatment Group Last Measurement WSES Scores for Unemployed 
Subject to Last Measurement WSES Scores of Employed Subjects, Excluding Post-
Employment Scores.  
  
 Mean Standard deviation N 
Unemployed 253.6 57.71 27 
Employed 267.5 57.19 9 






















Between Groups 1292.37 1 1292.37 0.39 0.26 
Within Groups 112774.77 34 3316.90   








The unemployment rate for persons with SMI is among the highest of any 
disability population (Muesar et al., 2001). This situation is deplorable given that most 
such persons want to work (McQuilken et al., 2003) and can work (Bond, 2004). The 
benefits of competitive work include important personal and financial gains (Blank & 
Hayward, 2009). Although there is a large and growing body of research on the 
effectiveness of Supported Employment over other forms of vocational services (Bond, 
2004; Bond, Drake, & Becker, 2008), access to these services is limited, with less than 
25% of those with SMI receiving any vocational services (/HKPDQ	6WHLQZDFKV
+ROOLQJVZRUWK	6ZHHQH\ 
Though Supported Employment is well supported in the literature as a highly 
effective method (Bond, 2004; Bond et al., 2008), with standardized practices and a 
fidelity scale (Catty et al., 2008), the mechanisms for the model¶s success is less well 
understood. Self-efficacy has been shown to be correlated with work outcomes for the 
SMI population (Lent et al., 1989; Regenold et al., 1999) and also been shown to be 
impacted by vocational treatment (Kreishol et al., 2000).  
Towards a goal of exploring the effect of Supported Employment on vocational 
self-efficacy for an SMI population, this study proposed two hypotheses: that 
participation in Supported Employment programs would enhance work-related self-
efficacy for those individuals with SMI, and that higher levels of WSES would lead to 





how they relate to existing literature, implications for policy and practice, and 
suggestions for further research.   
Hypothesis 1 
 Hypothesis 1 stated that participation in Supported Employment would increase 
subjects¶ vocational self-efficacy. Overall, this study found evidence that participation in 
the Supported Employment Program leads to an increase in self-efficacy. The finding that 
treatment increases vocational self-efficacy is important because it demonstrates that the 
Supported Employment program:  
1. Was not successful solely due WRDVHOHFWLRQHIIHFWZKHUHE\³MREUHDG\´
subjects enrolled in vocational support 
2. Did not simply provide a vocational service, but enhanced the participants¶ 
perception of themselves as capable job seekers and employees.  
Given the many losses suffered by persons with SMI, in terms of both personal 
identity and the deeply discrediting social stigmata attached to mental illness, disability 
and unemployment, this finding is encouraging. It implies that programs targeting 
employment readiness skills positively impact clients who engage in services even if they 
do not become employed. Self-efficacy, as opposed to previously investigated 
demographic variables such as past employment history, age or criminal history, can be 
impacted through experiences, and guided by vocational counselors. Thus, this study 
suggests that clients who engage in vocational services show higher rates of work-related 
self-efficacy not because of some variable leading them to choose to engage in services, 





If treatment changes WSES scores, then it is possible that the WSES can be used 
to guide and modify treatment, and provide feedback to vocational counselors and 
administrators. Related clinical vocational programs hoping to target and improve 
treatment can utilize this information toward the goal of maximizing scarce vocational 
resources and increasing vocational outcomes. For example, clients who demonstrate low 
scores on items such as the ability to manage a schedule may be set up with interventions 
designed to provide practical support for this skill, or program-wide average low scores 
on job finding skills could result in program-wide development of more career search 
specific groups or classes.  
Supported Employment treatment effects on WSES. The following section 
outlines the phases of Supported Employment treatment in this study using self-efficacy 
theory and Supported Employment research findings to explore roles that each 
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